The number of older individuals with cancer is increasing exponentially, mandating that oncologists contemplate more comprehensive and multidisciplinary approaches to treatment of this cohort. Recruitment of assessment instruments validated in older patients can be invaluable for guiding treatment and decision-making by both patients and providers, and can arguably contribute to improving outcomes and health-related quality of life. The Comprehensive Geriatric Assessment is one such validated instrument that can be used by oncologists to assess patient readiness and appropriateness for prescribed cancer therapy. As a multidisciplinary diagnostic and treatment process, it comprises functional status, cognitive status, social support, and advance care preferences, and is an ideal instrument for evaluating complex older individuals. It is well established that many older individuals with cancer travel with multiple comorbid illnesses, including cognitive impairment, and when presented with a cancer diagnosis struggle to choose from multiple treatment options. In addition to the complete medical history, the ability of patients to decide on a course of therapy in concert with their oncologist is critically important. Alternatively, many oncologists are conflicted as to whether true informed consent for treatment can be obtained from many older patients. Having a roadmap to decision-making capacity is therefore an inescapable imperative in geriatric oncology, because careful attention must be directed at identifying older patients with cancer who might benefit from these assessments and the individualized treatment plans that emerge. (J Natl Compr Canc Netw 2014;12:138-144) By 2030, the number of patients aged 65 years and older is expected to double. With aging comes an increased cancer incidence, and more than 60% of all cancers occur in individuals aged 65 years and older. Attendant to this aging explosion are physiologic changes that sometimes result in decreased cognition and physical functioning.
By 2030, the number of patients aged 65 years and older is expected to double. With aging comes an increased cancer incidence, and more than 60% of all cancers occur in individuals aged 65 years and older. Attendant to this aging explosion are physiologic changes that sometimes result in decreased cognition and physical functioning. 1 It is also well established that the underlying health status, and not the chronologic age, determines a patient's ability to tolerate medical or surgical treatment. Many older patients may retain both sufficient physical and cognitive reserve to successfully complete chemotherapy, radiation therapy, and surgical treatment, despite their chronologic age. For example, the life expectancy of a healthy 80-year-old woman is approximately 10 years, 2 and therefore serious consideration should be given to providing cancer therapy to these patients. Tools that can assist oncologists in predicting mortality and morbidity among older prospective treatment candidates should therefore be incorporated into the clinical plan of care.
The Comprehensive Geriatric Assessment (CGA) is one such tool that can be recruited within the geriatric oncology domain to assess functional status (cognitive and physical), nutritional status, impact of comorbid conditions, and degree of social support. [3] [4] [5] The CGA summarily augments the ability of medical providers to choose appropriate treatment modalities tailored to each older patient diagnosed with cancer. Undoubtedly, older individuals with cancer must be able to navigate complex cancer treatment and communicate with their treatment providers about toxicities of treatment if and when they occur. This article outlines the evidence, including that from the literature, that provides guidance on how to assess cognitive function and decisional capacity in older individuals with cancer.
Using the CGA in Cognitive Determination
Cognitive assessment is a key component of a CGA. A cognitive assessment is needed to understand the accuracy of the patient-provided history, to determine whether a patient has the decisional capacity to consent and adhere to supportive care and medication instructions, and to ensure that a patient understands when to seek medical attention (eg, treatment toxicity). 6 The incidence of cognitive deficits increases with age. Studies in patients without cancer have shown an association between cognitive and physical function. [7] [8] [9] In an observational study of 1787 community-dwelling patients aged 65 years and older, 50% had some level of cognitive change. 10 Feil et al 11 reviewed the association between cognitive impairments and mortality risk in older adults with chronic illnesses, including cancer, and found that the effects were additive, such that subjects who were cognitively impaired at baseline had a 68% increased risk of mortality. 11 Thus, testing for cognition in the oncology population may provide insight into decision-making based on life expectancy.
In 2010, the Patient Protection and Affordable Care Act (PPACA) recommended an annual wellness visit, including a cognitive assessment, for older adults enrolled in the Medicare program.
12 However, the Centers for Medicare and Medicaid Services did not recommend a specific tool and noted that no nationally recognized tool exists for screening cognitive impairment.
12
The United States Preventive Services Task Force (USPSTF) also found insufficient evidence to recommend for or against routine cognitive screening in older adult populations. 13 The Alzheimer's Association convened a workgroup to develop recommendations on performing a cognitive assessment in primary care settings. 14 The workgroup determined that a cognitive screen should be a stepwise process, that observation alone is not sufficient, that asking a patient about their memory changes can help determine who to test, and that a structured assessment should be performed at baseline and periodically for surveillance, and need for further evaluation would be based on screening outcome. 14 15, 16 in 1975 to detect cognitive impairment and dementia, has been widely used. However, although it detects dementia, it is not a good instrument for detecting mild cognitive impairment (MCI). Recently, other tools have been compared with the MMSE. The MoCA, developed as a screen for MCI, an intermediate state between normal cognition and dementia, and characterized by subjective memory impairment and preserved general function with intact ability to perform daily activities, is one such instrument. It has a higher sensitivity for detecting early cognitive changes than the MMSE. 17 The Mini-Cog, a 3-minute validated instrument to screen for cognitive impairment, is simple and brief. 18 A comparison of these 3 tools is outlined in Table 1 . The previously mentioned Alzheimer's Association Workgroup reviewed 15 brief cognitive assessments for primary care settings and recommended the Mini-Cog, Memory Impairment Screen, or General Practitioner Assessment of Cognition (GPCOG). 14 The Memory Impairment Screen is a verbal memory test that does not test visuospatial skills or executive function. 19 The GPCOG was validated in primary care, but lacks data in other languages besides English 20 ; low scores on any of these measures may indicate the need for further evaluation by a geriatrician, neurologist, geriatric psychiatrist, or neuropsychologist.
Impact of Cognitive Function on Performance Status
Decrements in cognitive function have been associated with impaired performance status; for example, the lower the MMSE score the less the functional independence. 16 This association is important, because performance status helps to predict treatment benefit and tolerance among patients with cancer. Not surprisingly, cognition and physical function are intimately intertwined. Although someone with MCI will have preserved physical functioning, as cognition worsens and progresses to dementia, physical function deteriorates in tandem; this underscores the importance of measuring function along with cognition in older adults in general and those with cancer in particular.
The CGA measures function through assessing a patient's ability to perform activities of daily living (ADL), such as bathing, eating, dressing, transferring, and toileting. ADLs are tasks performed by each individual on a daily basis that are essential to independent living. 21 The instrumental activities of daily living (IADL), which measure the ability to use the telephone, shop, prepare food, perform housekeeping chores or laundry, travel independently (using public transportation or driving), manage medications independently, and handle finances, are critical to living independently in the community. 22 Undoubtedly, the more preserved the ADLs and IADLs are, the greater the chance of completing cancer therapy successfully. The Katz Index for ADLs and the Lawton Scale for IADLs can be quickly accessed online and easily scored; both are used extensively in the geriatric setting to evaluate functional status. 21, 22 In the 2014 updated guidelines, the NCCN Senior Adult Oncology Panel included a table highlighting the differences among MCI, dementia, and delirium, including the distinguishing features, differential diagnosis, screening tools, and steps for further evaluation ( Table 2) . 5 When MCI is suspected, the clinician can use the ADL/IADL and Mini-Cog screening tools and continue scheduled periodic assessment or reassessment when major changes occur in the patient's condition or treatment plan to identify progression to dementia. If warranted, the patient should be referred to a clinician experienced in cognitive evaluation. Dementia should be suspected if impairment of memory and at least one other involved cognitive domain occurs, such as aphasia (speech), apraxia (loss of ability to perform purposeful movement), agnosia (inability to recognize sensory inputs), or executive function (problem-solving, reasoning), and any decrements are seen in tasks of daily function. A dementia diagnosis requires a progressive loss of cognitive abilities that affects function. In some patients, more detailed neuropsychological testing performed by a trained clinician may be indicated. Because dementia may be from several reversible causes, vitamin B 12 , red blood cell folate, and thyroid-stimulating hormone with reflex T4 levels should be evaluated as part of the cognitive workup. Brain imaging (noncontrast CT or MRI) is also part of a comprehensive cognitive workup, and the possibility of brain metastasis in the oncology population should be considered.
In contrast to MCI and dementia, delirium has an acute onset, may fluctuate in severity, and presents as a disturbance of consciousness (reduced ability to focus, sustain, or shift attention). Delirium is associated with negative long-term complications, including functional decline, increased length of hospital stay, restraint use, increased mortality, and development of dementia. 23, 24 Additionally, comorbid conditions can confound a cognitive diagnosis and must be considered when contemplating cancer treatment. Coexisting psychiatric diagnoses, such as depression, anxiety, or apathy, can initially appear as a cognitive impairment, and failure to identify and treat these mood disturbances early can derail cancer treatment in the long term. Other factors to assess and rule out as a cause for a presenting cognitive problem are drug or alcohol dependence, medication related side effects, insomnia, or other common geriatric conditions that can masquerade as confusion (eg, pain, infection, dehydration, constipation).
Oncology settings are busy, with little time for additional assessments; however, when an older patient or their caregiver presents with a complaint of altered memory, or the oncology treatment team suspects cognitive impairment, further evaluation should be performed. The Mini-Cog along with ADL/IADL assessment can be performed by nonphysician staff. If these tests are abnormal, further evaluation or referrals can be made. Patients with MCI should be monitored closely for progressive decline. Symptomatic patients may benefit from treatment with acetyl cholinesterase inhibitors, which may slow cognitive decline, thus allowing for more successful cancer treatment; however, a healthy lifestyle can be promoted, including good nutrition and engagement in physical activity. 25 
Applying Legal Constructs to Capacity Determination
Determination of patient capacity and/or competency is a critical cornerstone to obtaining informed consent for treatment or participation in clinical research and must be considered for every patient, including older patients contemplating cancer therapy. The notion of informed consent is based on the longstanding ethical construct that patients have an inalienable right to make decisions about their own bodies, and is similarly grounded in the penumbra of US Supreme Court case precedents on the right to privacy and bodily integrity. 26 Capacity is defined as the clinical determination of fitness based on one's mental ability or function, whereas competency refers to the legal determination that one is qualified or has the requisite or adequate abilities to function in a particular way. 27 The American Medical Association's Code of Medical Ethics, Opinions E-8.08 28 and E-8, 29 enumerate that physicians must provide relevant information to their patients, and that the full disclosure of relevant information to patients is intended to protect each patient's right to selfdetermination, bodily integrity, and voluntariness in the health care decision-making process. A patient's right of self-decision can be exercised effectively only if the patient has enough information to enable an informed choice; however, in special circumstances, it may be appropriate to postpone or withhold information. 28 The notion of withholding information from a patient is labeled therapeutic privilege, because all information may not need to be communicated to the patient immediately or at one time; rather, the physician should assess the amount of information a patient is capable of receiving at any given time, and may tailor disclosure to meet patients' needs and expectations. 29 Older patients in particular tend to defer decision-making to their physicians, and efforts must be made to actively include these patients in decision-making.
Reynolds 30 notes that the challenge of assessing decision-making capacity for treatment in the elderly is a matter of measurement reliability. If standardized criteria focus on IADL instruments, measuring and assessing decisional capacity can reliably use the performance assessment of self-care skills (PASS). 31 Another measurement of decisional capacity using the MacArthur Competence Assessment Tool (MacCAT-T) is even more linked to meaningful assessment of cognitive function. 32 Both of these tools, however, indicate a need for further evaluation and focused study to develop an integrated approach to assessing capacity that begins with the acknowledgment of adult multiple intelligences 33, 34 (and by extension the role of multimodal learning) and actual study of the differential relationships • Selective memory impairment
• Preserved general cognition
• Intact ability to perform daily function A progressive condition characterized by:
• Impairment of memory and at least one other cognitive domain (aphasia, apraxia, agnosia, executive function)
• Interference with ability to perform daily functions Disturbance of consciousness with:
• Reduced ability to focus, sustain, or shift attention
• Onset over a short period (usually hours to days)
• 35 Moye et al 35 compared the various assessment tools of CCTI, Hopkins Competency Assessment Test (HCAT), and MacCAT-T and noted that most adults with mild dementia can participate in medical decisions as defined by legal standards. Although memory impairment may limit understanding of diagnosis and treatment, assessment of reasoning regarding treatment options for patients with dementia could focus on whether the person can describe salient reasons for a specific choice. 35 In comparison, Wilkins et al 36 evaluated the role of HCAT as a standard part of the admission process to an inpatient geriatric psychiatry unit. The Wilkins study focused on evaluating capacity to make medical decisions and write an advance directive; if patients are able to comprehend and apply general information about medical decision issues, they are presumed to be able to make medical decisions on their own behalf. 36 These various assessment tools become highly relevant for older patients with cancer because of the complex and specialized nature of the disease, its treatment, and its prognosis. Furthermore, if basic capacity can be demonstrated using any of the assessments, it is likely true that capacity to make decisions and be involved in one's medical treatment would also be demonstrated. Challenges arise when a decision must be made relative to an older individual with cancer who chooses, for example, to forgo treatment, or who chooses to pursue an orphan or expensive treatment with little or no likelihood of success in terms of progression-free and disease-free survivals.
In summary, competence is a legal construct determined by a court of law, but capacity to make medical decisions can be determined by any licensed physician on the treating team. Patients are deemed to retain decision-making capacity if they understand proffered treatment options, understand the reasons for the treatment options, are able to show reasoning behind their selected choices, and are able to communicate those choices. Although the choice may not align with that of the oncologist, a choice made along a reasoned continuum is considered to be an informed choice and treatment can proceed.
Conclusions
Remarkable strides have been made in the medical treatment of older individuals, but challenges remain as the number of older individuals increase in tandem with their comorbid illnesses. 37 These challenges are most evident in oncology, where chemotherapy is inherently toxic and the potential for drug-drug interactions and adverse drug reactions increases. However, the availability of assessment tools can lighten the decision-making burden for both clinicians and older patients with cancer, and improve the clinician's ability to support the patient in making appropriate and accurate treatment decisions. For example, Schonberg et al 38 developed and validated a prognostic index to predict 5-year mortality among community-dwelling older adults using 11 variables, including advanced age, comorbidities, ADLs, and lifestyle factors. Recruitment of instruments like this index to determine functional health status provides invaluable information to the treating oncologist faced with a chronologically older patient and uncertainty regarding the patient's physiologic reserve. Oncologists are encouraged to use the most time-friendly instruments in the armamentarium presented herein to screen their patients in concert with informed decision-making, and should refer to a geriatric practitioner when the instruments unearth potential cognitive or functional problems that require further expert attention.
